Method After establishing a group of regular attendees to our Diabetes Education Days we wanted to make these more patient centred. We obtained a grant from the Diabetes Research and Wellness Foundation. Through the medium of puppet making and learning film skills the young people felt empowered producing their own educational film. Throughout the process, of four sessions spread over four weeks, the young people were supported by a multidisciplinary team consisting of consultant paediatrician, a specialist diabetes nurse, the deputy head of the Hospital school, a dietician, a team of professional puppet makers, and a film making expert. In addition to filming the actual process, the participants wrote and filmed their individual screenplays. There was opportunity to explore individual experiences and knowledge of diabetes in a fun, non-judgemental setting. Full consent was given by all attendees regarding the final distribution and use of the film. Results The first of four sessions was a resounding success. Young people were desperate to attend the following sessions, altering schedules to ensure they could make them. During the process it became very clear they would like the film to be used as an educational tool. The response to the first viewing has given great verbal feedback and we are now in the process of collating formal qualitative data from the following groups: Children at the Royal Free Hospital School without diabetes, those with a new diagnosis and those who already have diabetes, which will be ready to be shared at the conference. Conclusion Young people with diabetes embraced these sessions with huge enthusiasm. Having previously not known each other they quickly formed friendships and all actively took part, encouraging each other. They expressed and explored their knowledge in a relaxed environment, very different from clinic; given a rare and valuable opportunity to fully voice their opinions. At the same time, they loved the idea that the film productions they contributed to may go on to help other people. For the professionals it was an incredibly inspiring experience and the film really does show diabetes through the eyes of the young people themselves. Background Organisations working towards a culture of safety need a reliable measure to monitor the success of their initiatives. Using Safety survey tool, an organisation can gain information about the perceptions of front-line clinical staff. Aim To gain information about safety in the clinical area and management's commitment to safety.The survey also provides information about how perceptions vary across Multi-disciplinary teams (MDT). Method QI Working group carried out Literature search for safety climate and culture.RCPCH -Safety survey was selected. Survey was pretested with a small group to ensure easy understanding and relevance.Survey was completed by MDT, medical, nursing, administrative and health care assistants in the Paediatric department. Results 38 completed surveys received.Survey looked at Patient safety, Leadership, Staffing and communication.About 72% agreed that concerns were listened to by senior management. 76% agreeing that systems were in place to address concerns. 74% agreed that there was a medical and nursing leadership drive towards a safety centred organisation.Discussing errors at work was deemed easy. 72% felt that medical errors were handled appropriately. 65% received appropriate feedback about performance. Conclusion This survey provided us in-depth information of safety culture within the department. It provided insight regarding various MDT's safety perception.We plan to address issues about error discussion. The Safety Awareness For Everyone i.e. SAFE initiative aims to reduce harm and improve safety. General surgical and paediatric teams are increasingly required to share the responsibility of the postoperative care of children undergoing routine surgical procedures, they are therefore the first to be called should a child become unwell in the immediate postoperative period. With this in mind it is imperative to raise awareness of potentially catastrophic consequences following the administration of residual neuromuscular blocking agents that may linger in the intravenous line after the patients have returned from theatre. Incident reports of patients accidentally receiving residual neuromuscular blocking drug in the intravenous line following an operation may be rare but it is a clinical problem with potentially grave sequelae and one not currently classed as a 'never event'
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